To evaluate if implementation of the WHO Safe Childbirth Checklist (SCC) can improve delivery of essential childbirth practices in Rwanda. STUDY DESIGN: Prospective study utilizing a pre-post intervention design was conducted in labor, post-partum and recovery wards at Kigali University Teaching Hospital (CHUK), Rwanda. Surveys were conducted using frontline healthcare workers (midwives, nurses and residents) responsible for intra-and post-partum care. Birth events occurring at CHUK in the six months preceding the pilot and during the six-month pilot period were reviewed. Eligible charts included singleton pregnancies from time of admission to labor and delivery until twenty-four hours post-partum. A sample size of 326 birth events was calculated, 163 events pre-and post-checklist implementation. Patients admitted with an intrauterine fetal demise were excluded. RESULTS: Fifty-three participants were enrolled (62% midwives/ nurses, and 38% residents). After implementation, 50 respondents re-answered the survey. During the six-month pilot period, knowledge and practice of obstetrical health care providers increased from 50% to 80% and from 57% to 90%, respectively. Knowledge of management of hypertensive disorders increased from 51% to 83% (p¼0.001), diagnosing labor dystocia increased from 60% to 89% (p¼0.001) and correct indication of antibiotic administration during labor and delivery increased from 47% to 77% (p¼0.002). The quality of obstetrical health care was found to be improved proportional to the knowledge and practice, mainly in labor monitoring and chart documentation. Documentation of almost all tasks reviewed improved to 90% during the post-pilot period. Labor dystocia was decreased from 21% to 12% (p<0.001). Oxytocin administration within one minute post-partum increased from 44% to 74% (p<0.001). There was no impact on the diagnosis of postpartum hemorrhage or hypertensive disease. CONCLUSION: In a six-month period following pilot implementation of WHO SCC, there was positive improvement of knowledge and practice of obstetrical providers. There was also an overall increase in reinstitution of recommended practices in obstetrical care that address the major causes of intra-partum stillbirths and maternal and neonatal complications. OBJECTIVE: To determine whether confirmation bias affects the diagnostic accuracy of obstetrical providers. We hypothesized that the presence or absence of confirming or un-confirming data affects clinical diagnoses. STUDY DESIGN: We conducted a randomized simulation-based trial. Block-randomization was performed by type of service: physicians, nurses, and allied health professionals. In both scenarios, participants were randomized to one of two arms, the difference between them being the presence or absence of a confirming diagnostic clue. In the first scenario, providers were asked to estimate blood loss (EBL) in the presence or absence of reported hypotension. Two different blood loss (BL) volumes were used, 500 mL and 1500 mL, with crossover. In a second scenario, participants viewed the same four quadrants images of an amniotic cavity with normal amniotic fluid (AF) volume, and, after being told either that the patient was hypertensive or normotensive, were asked to describe the volume (dichotomized as either oligohydramnios or as "good" [amniotic fluid is low normal and above]). RESULTS: In the first scenario, there were 84 participants. After adjusting for job experience, there were significant main effects of both actual BL (p<0.001) and blood pressure (BP) status (p¼0.024), with no significant interaction (p¼0.781). While there was an overall difference between the BP status conditions, power consideration precluded a definitive statement regarding a BP status effect in either the 500 mL (p¼0.080) or the 1500 mL (p¼0.462) stratum (table 1) .
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In the AF scenario, there were 58 participants (nurses were excluded). After adjusting for job experience, there was a significant difference between the two groups (p¼0.032). Providers in the chronic hypertension arm were more likely to estimate the AF as low in comparison to the non-hypertensive arm (table 2) . CONCLUSION: Overall, BL is underestimated by obstetrical providers. In the presence of a confirming clinical clue (hypotension), this underestimation is less pronounced. Similarly, in the presence of a confirming clinical clue (chronic hypertension), amniotic fluid volume is more likely to be "underestimated" as oligohydramnios. Confirmation bias affects estimation of BL and AF. Providers need to be aware of the effect of confirmation bias on diagnosis since it may affect their subsequent management decisions.
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